This study was devised to correlate the endoscopic features described by the Sydney system with the histological findings.
Methods
Two endoscopists participated in the study. One (SIK), a trainee in gastroenterology who had performed about 100 procedures himself carried out the assessment under the supervision of a consultant (SPW) with 20 years experience. The other (AJL) was a senior registrar in gastroenterology, who had performed more than 1500 procedures unsupervised. Any patient endoscoped by the above was eligible for inclusion, and no further selection criteria were invoked. All patients were questioned about the presence of dyspepsia,16 smoking and drinking habits, non-steroidal anti-inflammatory drugs (NSAIDs) and ulcer healing drug use, previous ulcer surgery, and previous endoscopy. An Olympus fibreoptic endoscope system was used, and standard 7 FG sized biopsy forceps were used to take biopsy specimens from the following sites as described by the Sydney system4: two each from the anterior and posterior antrum, 2-5 cm from the pylorus; two each from the anterior and posterior body, 10 cm from the cardia; and two from any additional area of abnormality. A further antral biopsy specimen was taken for assessment for Helicobacter pylori by the urease test, Gram staining, and culture.
All endoscopies were reported according to the criteria of endoscopic gastritis described by the Sydney classification, which includes a subjective assessment of severity as mild, moderate or severe,4 and then classified into one of the following eight categories: erythematous/exudative gastritis, atrophic gastritis, raised erosive gastritis, flat erosive gastritis, haemorrhagic gastritis, rugal hyperplastic gastritis, enterogastric reflux gastritis, and congestive gastroenteropathy.
The eight biopsy specimens from each patient were prepared for histological assessment according to standard histopathological processes. Optical orientation was ensured at the embedding stage. Five ,ug paraffin sections were stained with haematoxylin and eosin. The histopathological features were reported according to the Sydney classification17 by one histopathologist (NAS) without knowledge of In 98 of 167 (58.6%) patients the following endoscopic mucosal changes considered by the Sydney classification to point to gastritis were found: erythematous/exudative gastritis 73 (44%) patients, atrophic gastritis 16 (10%), raised erosive gastritis 12 (7%), enterogastric reflux gastritis five (3%), congestive gastroenteropathy five (3%), haemorrhagic gastritis two (1.2%), and flat erosive gastritis one (0.6%). The commonest single mucosal abnormality was punctate erythema, which was found in 73 (44%) patients. Sixteen patients had evidence of two different forms of 'endoscopic gastritis' affecting the antrum and body (Table I) . Sixty nine (41%) had no gastric mucosal abnormality.
The distribution of endoscopic mucosal change was predominantly antral in 41 (42%) cases or pangastric 50 (5 1%), being confined to the body in only seven (7%) of cases (Table   II ).
The severity of the endoscopic mucosal changes was categorised as mild in 66 (67%), moderate in 29 (30%), and severe in only three cases (3%).
There was no significant difference between the populations with and without 'endoscopic gastritis' with respect to age, sex, smoking, the presence of dyspepsia, previous surgery or NSAID use.
HISTOPATHOLOGICAL FINDINGS
One hundred and fifteen (69%) cases had histological gastritis, classified as follows: Helicobacter pylon associated chronic active gastritis 71 (43%), chronic active gastritis with no H pylori detected nine (5%), reactive gastritis 31 (19%), mild to moderate atrophic gastritis 11 (7%), severe, probably autoimmune associated, atrophic gastritis three (2%), and chronic gastritis two (1.2%).
The distribution of histological gastritis was antral in 39 (34%) cases and pangastric in 73 (63%). Histological abnormalities were deemed to be mild in 34 (30%) cases, moderate in 54 (47%), and severe in 27 (23%).
The H pylori associated chronic active gastritis was antral in 13 (18%), pangastric in 57 (81%), and found in the body only in one (1%) patient, who had had an antrectomy. Thirty (42%) of these patients had an endoscopically normal mucosa.
CORRELATION OF ENDOSCOPIC AND HISTOLOGICAL FINDINGS
Of the 98 cases of 'endoscopic gastritis' 26 (27%) had normal histology, and 43 (62%) of patients with normal endoscopies had abnormal histology. There was thus no significant correlation overall between the presence of endoscopic and histological gastritis (X2=11857 (Yates's correction), p>0-1).
Of the three most commonly found types of 'endoscopic gastritis', the association with histological gastritis was: erythematous/ Table IV shows the results.
In 14 of 17 patients there was agreement on the presence or absence of 'endoscopic gastritis' as defined by the Sydney classification, and, of the 11 cases in which it was agreed to exist, there was complete agreement about the type of 'gastritis' in eight cases, and partial agreement in two cases.
In the 167 patients included there was no significant difference between the two operators in correlation between the endoscopic and histological findings in their respective endoscopies. Operator A had 60% agreement between the presence of histological and endoscopic gastritis, and operator B 59% agreement.
Discussion
No overall association was found between the endoscopic abnormalities described by the Sydney classification and histological gastritis. Both endoscopists participating in this study were classification of endoscopic gastritis. 
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